Introduction a similar prevalence of 11.7% in 93 patients and a higher frequency in 27 patients with a definite or Subarachnoid haemorrhage (SAH ) from ruptured suspected family history for aneurysms. In those two intracranial saccular aneurysms of the circle of Willis clinical studies, only one patient with an aneurysms is a devastating event with a mortality rate of over was younger than 30 years, i.e. 24 years. He had a 3-25% and an additional high risk of permanent disability mm aneurysm of the petrous segment of the internal [1-5]. The high incidence of intracranial aneurysms in carotid artery, which is associated with a very low risk patients with autosomal dominant polycystic kidney of bleeding. All of the detected aneurysms were smaller disease (ADPKD) has long been recognized. The than 7 mm in diameter. These findings were confirmed availability of non-invasive screening methods for by Ronkainen et al. [9] . asymptomatic aneurysms and the major advances in Based on the available literature, the following conmicrosurgical and endovascular techniques raise the clusions can be drawn: (i) the prevalence of aneurysms question of whether systematic screening and treatment in adult ADPKD patients is approximately 10%; of those patients is warranted. Because many variables
(ii) the great majority of such aneurysms is small, less have to be taken into account in order to evaluate the than 10 mm, often less than 5 mm in diameter; natural risk as opposed to the risk of prophylactic (iii) familial clustering does occur; (iv) aneurysms are treatment, a clear consensus has not been reached and rarely present in patients younger than 30 years of age, decision processes vary among institutions. Based on and if so they are very small and are not detected by recent data we discuss the risks and benefits of screen-MR angiography; (v) as compared to patients with ing and prophylactic treatment of asymptomatic intrasporadic aneurysms, no significant differences concranial aneurysms in patients with ADPKD.
cerning number and location of aneurysms have been identified in ADPKD patients.
Incidence of asymptomatic intracranial aneurysms in patients with ADPKD The natural history of asymptomatic intracranial saccular aneurysms
Ideally, to determine the overall frequency, the incidence of new aneurysms and their potential growth rate, The approximately 10 in 100 000 per year incidence of ADPKD patients should be identified genotypically aneurysmal SAH in the general population [18] , size, location in the posterior circulation be higher in patients with ADPKD (see below).
Angio-MR carries no risk and the contrast medium and a previous history of SAH from another aneurysm have been identified as predictors of rupture. The Gd-DTPA is not nephrotoxic. Its value in the detection of aneurysms is now well established [23, 24] . reported rate of rupture was surprisingly low: 0.05-0.5% per year for aneurysms smaller than 10 mm Angiographically confirmed aneurysms of 6 mm or more in diameter have been detected with 100% sensitand approximately 1% per year for larger ones. The rupture rate for aneurysms larger than 25 mm was 6% ivity by two or more blinded readers with time-offlight-MRA [25] . The sensitivity decreased to 87.5, per year during the first year. These results partially contradict several previous studies, which were 68.2, 60 and 55.6% for aneurysms with a diameter of 5,4,3 and 2 mm respectively. There were no false included in a recent meta-analysis of the literature by Rinckel et al. [14] . They reported an overall risk of positive results in these studies. rupture of 1.9% per year (0.7% for aneurysms of 10 mm in diameter and less; 4% for larger ones) and a risk of 0.8% per year for asymptomatic aneurysms in
The risk of angiography patients without a previous history of SAH.
In summary, the risk of aneurysm rupture depends mainly on its size, on a history of previous bleeding Because cerebral panangiography is still an obligatory examination before treatment, its risk has also to be from another aneurysm, and on its location (the posterior circulation is at higher risk). Because most aneur-considered. There are few data on the specific risk of cerebral angiography in the subgroup of patients with ysms detected in ADPKD patients are less than 10 mm in diameter the yearly risk of bleeding is low. However, ADPKD. The careful analysis of Chapman et al. [26 ] , reported a 25% rate of transient complications, i.e. in the cumulated risk, remains significant. It obviously depends on the expected survival, which may be about eight of 32 patients: vasospasm with headache and nausea in two, severe headache in two, scotoma in 60 years in ADPKD patients [19] . Based on the annual risk of rupture and the expected survival, the approxi-two, scotoma and numbness of the hand in one, and asymptomatic dissection of one vertebral artery in one mate individual risk can be calculated (see Table 1 ). SAH from aneurysms is responsible for death in a patient. All patients recovered completely after 48 h.
None of the patients had significant elevation of relatively small proportion of patients with ADPKD [19] . However, the mean age at rupture in patients the creatinine level after administration of contrast medium. with ADPKD is between 35 and 40 years [19] [20] [21] , that is 10-20 years earlier than in patients with sporadic SAH. This suggests that ADPKD per se is a risk factor for aneurysm rupture. The risk of developing new
The risk of microsurgical clipping
aneurysms in patients with a documented aneurysm may be as low as 2%. Although growth of aneurysms during long-term follow-up has been documented [22] , Craniotomy and microsurgical clipping is still the treatment of choice for aneurysms. A properly clipped it is probably a rare event.
aneurysm can be considered as cured. The great majority of authors do not report the efficiency of clipping, aneurysm diameter: neck diameter should be 2 or more. (>50% mortality and permanent disability), we feel 
